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W 000 INITIAL COMMENTS W 000
A recerlification survey was conducted from - |
; March 18, 2009, through March 20, 2009. The : ' )
: f survey was initizted using the fundamentai survey N )
-1 process. A rancom sample of two clients was COLUM4‘ A
i | selected from a dlient population of four males (2 ERNMENT OF THEEN?I.%LFI":CE:L?TZ .
. with various disabilities. , DEPARTM TRATION -
' ' ‘ - © HEALTHREGULATION ADNIINISND- CLOUR
The findings of the survey were based on §25 NORTH CAPITOL ST., %520302 e
observations at the group home and two day WASHINGTON, D.C..
programs, interviews with staff, and the review of .
administrative tecords, including the facility's
) incident management system. . ) ’ .
© W 114 | 483.410(c)(4) C _IENT RECORD3 i W 114
* Any individual who makes an entry in a clients
record miist maks it legibly, date it, and sign it
[ 7 ] .
t This STANDARD. is not met as evidenced by:
, Based on interview and. record review, the facility
 failad to ensure that all entries in clients’ records:
. i were signed and dated, for one of the two clients _ . .
| in the sample. (Client #2) SR P S _ _ S -
: The findirigs inc ude: o _ ' ' s
' The facity falled to ensure that the Client #2's | ©_Client #2 BSP will be dated
' gaetl::’wor Support Plan (BSP) was signed and and . signed by both Behavior
P T - - _ " . Specialist and supervising
On March 20, 2009, at approximately 1:15 PM, psychologist. . In the future,
interview with the Incident Management . the (MRP will emnsure all ass-—
ggg;zfof gM‘;—gsaFd ﬂ:?énmu‘;';ged ":%':‘ta’ Lo ' - essments are dated and signed .
R on Professiona P} and the review . . o T
of Client #2's Behavior Support Plan (BSP) upon reclept. - 5/1/09
revealed that the report had not been dated. o '
Further interview with the IMC revealed that the :
client's Individual Support Pian (ISP) accurred on i

ZAORY DIRECTOR'S OR P ’)E%[ER REPRESENTATIVE'S SWE ‘ T (KGIDATE
AHLLC (s ,@W—/’ y ’

deficlency statement ending with an asterisk [*) denctes = deficiency which the iéAtution may bs sxcused from carecting providing ¥ s rmined th

er saleguards provide sufficient protection te the patients. (See instructions.) Excepl for nursing homes, the findings stated above are disciakable 80 days
flowing the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of camrection are disclosable 14 -
days following the dale these docunients are made available o the facility. If deficiencies are cited, an approved plan of comection is requisite to continuad

program pasticipatian.
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The facility must ensure the rights of all clients.

" Therefore the facility must inform each client,
_parent (if the client is a minor), or legal quardian,
: : of the client's medical condition, developmentat
i and behavioral status, aftéridant risks of
treatment, and off the right to refuse reatment.

is not met as evidenced by: -
w and record verification, the
sure the rights of each client
quardian to be informed of the

client's medical fondition, devetopmental and

hehavioral statuf, attendant risks of treatment,
- and the right to fefuse treatment, for the one of
the two clients ircluded-in the sample {Clients
X #1) :

This STANDAR[!

: Based on intervi

" facility failed to
and/or their

1 ' i The finding in des
. Trie facility faiigd lo ensure that :nforrned consent
_was obtained frcm Client #1 and/or his legal
guardian prior jo the administration of his
psychotmpic niedicaﬁons

_ | March 18, 2009 at approximately 8:45 AM,
F revealed Client #1 raceived Carbamazepine 200
1 . - | mg, Flugxetine HCL 10 mg and Zyprexa 5 mg. .

] Interview with ths medication nurse revealed that

o Observa’aon of the medication admlmstratlon on

o410 SUMMARY HTATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION T o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
2 : _‘ DEFICIENCY)
W 114 Continued From page 1 W1 ‘i4
May 2, 2008, however, the date the BSP was
devsloped could not be determined. Further T . !
review of the BSP additionaily revealed that the : .
R i-supervising psychalogist falled to slgn the BSP -
' gfter its developrent . R ’ S
. W 124 483.420(a)(2) PROTECTION OF CLIENTS | W124 1n the future, QMEP/ Manager
RlGHTS : f P will ensure consent to treatment i
: is signed anrually by guardian, 4/22/09

x
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w 124 . Continuéd From page 2
the client received these med;catlon to address

spitting and aggrassion).

" Interview was ccaducted with the Qualified Mental
Retardation Professicnal (QMRP) on March 19,
2009, at approxi nately 11:40 AM confirmed
Client #1 was prescribed the aforementioned

; psychotropic medications. Further discussion

i with the QMRP revealed that the client did not

: have the capacity to give informed consent for the ;

. treatmeyits and habilitation services. According to
‘ the QMRP, Client #1's mother was the
: responsible person for signing consent for
; treatment, care and medical procedures.

! Further review of Client #1's habilitation and
. medical records on March-20, 2008, at 11:30 AM
* revealed a psychoiogical assessment dated May
2, 2009, that verified the QMRP's statements and
documented that Client #1 *Is not competent {0
- render decisions regarding his habilitation. Nor is
. he able to contribute to decislons regarding his
. placement due tr: deficits in both cognltlve and
" ‘adaptive areas

" Review of the client's medical record and
» additional Interview with the QMRP on March 20,
2008, at 2:00 PM falied to provide evidence that
Client #1's treatment needs, including the benefits
and potential side effects associated with his
psychotropic medications, and the right to refuse
-~ | treatment, had keen éxplained to hirn"and an

| authorized representative. ' '

W 159 | 483.430(a) QUALIFIED MENTAL -
RETARDATION PROFESSIONAL

- his maladaptive behaviors{i.e. food snatching, M

use of psychotrcpic medications, medical '

Each client's active treatment program must be

W 124/

W. 150. .

. FORM CMS-2587102.98) Previous Versio1s Obsolets Event 10: UPIH11

-y gty e 4

A W 4t

_ Facllyl:09G190 - if contiuation shaet Page 3 of 14



o tar smaie

From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES.
CENTERS FOR MEDICARE & MEDICAID SERVICES

To: 2024429430

04/25/2008 02:54

PRINYED: 04/17/2009

#611 P. 005/024

STATEMENT OF DEFICIENCIES {X1) FPROVIDER/SUPPLIER/ICLA
AND PLAN QF CORRECTION IDENTIFICAT|ON NUMBER"

09G190

FORM APPROVED
_ . OMB ND; 0938-0391 .
P42) MULTIPLE CONSTRUCTION {X3) DATE SUﬁyEY
A BUILDING COMPLETED
B. WING — 03/20/2009

NAME OF PROVIDER OR SUPPLIER

COMMUNITY MULTI SERVICES, INC

STREET ADDRESS, CITY, STATE, ZIF CODE
1608 EVARTS ST, NE -
WASHINGTON, DG 20018

SUMMARY STATEMENT OF DEFICIENCIES

4) iD
rgé&:x : (EACH DEFICIENCY MUSY BE PRECEDED BY FULL
T TAG REGULATORY CR LSC IDENTIFYING INFORMATION)

|

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

3
COMPLETION
TAG DATE

W 159 Continued From page 3
integrated, coardinated and manitored by a
_gualified mental retardation professional.

“This STANDARD is not met as evidenced by:
Based on observation, interview and record
| review, the facility failed to ensure that each
| client's active treatment program was integrated,
coordinated and rnonitored by the Qualified
Mental Retardation Professional (QMRP).

The ﬁndings mc ude:

--  '"1.The QMRP feiled to ensure the unpfementatmn :

of an effective system of documenting a client's
progress on his program objectives. (See W252)

2. The QMRP failed fo énsure that a
comprehenswe functional assessment had beén
conducted that idsnilfied each client's specific
developmental and behavioral management '
needs (See W914) )

3 The QMRP falled to coordinate services to

. ensure Client #2's day program was provided with

i curr-ent physician's ornders.

l Orl March 18, 2009, at approximately 11:30 AM,-

; intervisw thh Client#2's day program case
managér revealad that the client received a noon
dosage of medication at the day program. Further
‘interview with the case manager revealed that the
current physician's order on file was for the month

_of February 2009. Interview with the day
program nurss canfirmed that Glient #2's

received Depakate 250 mg at noon. According to |

further interview with the day program nurse, the
physician orders were forwarded to the day
i programi monthly however, the group home: had

W 159°

1, QHRPI Manager will plan a
commity‘ activity for Client
- #1 once a month to a local
© restaurant and monitor for
' implementation. Staff will
receive additional training on
_ documentation. i l&l 25/09

' 2. The treating psychiatrist
will provide an anmual psych-
jstric assessnent ‘and/ or as
stated in the psychiatric
recou__nendation.‘

‘3. The primary CHTEe Uurse
review- phyaic:lan éf orders nonl; 1y
for Cilent #2 and deliver to
day program at the beginn:l,ng )
each month. .

"5/1/09

‘ 5/1!‘:,’/0'9_[_

FORM CMS-2567(02-89) Pravious Versions Obsalete
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X5)
COMPLETION
BATE

W 159 Gontinued From page 4 ) _ W 159

I nat forwarded the client's March 2009 orders.

Interview with ths facility’s nusse on March 19,
2009, at approximately 11:00 AM verified that the
client's orders were delivered to the day program
on a monthly basis. At the time of the survey, the
QOMRP failed to coordinate services {o ensure
Client #2's day prograni received monthly
physician orders timely. ’ ' IR : :
W 189 483.430(e)(1) STAFF TRAINING PROGRAM ‘W 189] Cross reference W159 (1) ' [Anﬁ]og

1. Tha facility must provide each employee with .
S initial and continuing fraining that enables the
- employas to pe-orm his or her dutles effectively,
-~ 1 efficiendly, and competently. o

i )
- | This STANDARD is not met as evidenced by:
Based on observations, staff interview, and - _
i record verification, the facliity failed to provide b
.each empioyee with initial and continuing training S

! that enabled the empioyee ta perform his or her-

1 duties effectivaly and competently for one of the
* two clients In the sample. {Clients #1) .

"I The finding include:

| The facility failed fo ensure staff was trained to
i effectively document Client #1's progress with his
| community outing objective. {Sse W252) : .
W 214 483.440(c)(3)iiiy INDIVIDUAL PROGRAM PLAN Tow2i14
] ' The comprehensive functional assessment must . -
- . ridentify the client's specific developmental and
behavioral management needs. - 7

This STANDARD is not met.as evidenced by:
Based on observation, staff interview, and record

FORM CMS-2667{02.858) Previous Versions Obsolate Event JD: UPIH1E Facility ID: 09G 190 ' If continuation shaet Page 5014
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W 214 i Continued From page 5 7 w214

: review, the facility failed to ensure a + :

" comprehensive functional assessment that o
identified the clients specific developmental and [
behaviaral management needs was conducted S
for two of two cliznts inciuded in the sampie. '
(Cilent #1 and 2

The findings include: . -

' 1. Observation of the medication administration 1. Cross reference W159 (2) 5/15/09
* on March. 18, 2009, at approximately 8:45 AM, | _ ' S - .

-_1 revealed Client #1 received Carbamazepine 200 | - . . o .

! mg, Fluoxetine HICL 10 mg and Zyprexa 5mg.. |- - . . i

Interview with th= medication nurse revealed that - :

: the client received thesé medication to address : )

his maladapiive behaviors(i.e. food snatching,

, ) spiting and aggression). Interviewwas =~ =
~ .. | conducted with the Quszlified Mental Retardation
Professnonal (QMRP) on March 19, 2009, at

' approximately 11:40 AM, that confirmed Client
#1 was prescribad the aforementioned
psychotroptc medicaltions.

i Review of Client #3's habilitation and medical
' records revealed he had dlagnases that included
Explosive Disorder and Obsessive Compulsive
Behavior. Further review of the records failed to
evidence that a comprehensive psychiatric
assessments hazd been conducted that verified
the client's aforementioned diagnoses and the
use of his medications. Additionally, review of the
March 2009 physician’s order and the February
. ; psychotropic medication review minutes revealed ' N
. ) : ' that the client's psychatrapic medication regimen : '
] ' " had been adjusted. At the time of the survey, the
1 QMRP was una>le to provide avidence of a
. eurrent psychiatric assessment. !

F

]
FORM CMS-2567(02-99) Previous Verricas Obsolals ) Event 1D:UPIH11 i Faclity ID: 09G190 i continuation sheat Page 6 of 14
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W 214 | Continued From page 6
jon March 18, 2009 at approximately 9:15 AM ]
revealed Chent #2 recgived Clonazepam 0.5 mg,
Div‘alproex Sodium 750 mg, Fluvoxamine Maleate
- 100 mg and Nuerontin 600 mg. [nterview with the
. medicatian nursz revealed that the client received
i ' these medications o address his maladaptive
) behaviors {i.e. tantruming, aggression, property
damage znd non-compliance). ‘

- Interview was conducted with the QMRP on .
March 18, 2008, at approximately 11:40 AM, that
confirmed Client #2 was prescribed the
aforementioned psychotropic medications.
Further intervievs was conducted to ascertain if
1 the ciient had a cumrent psychiatric assessment.
Review of Clieny #2's habilitation and medical -
* records revealed the client had diagnoses that
included ntermiztent Expluswe Disorder and
Behavior Issues. Further review of the records:
, failed to evidence a comprehensive psychiatric

' assessments wihich verified the client's

" psychiatric diaginosis. Atthe time of the survey,

the QMRP was unable to provide evidence of a

current psychiatric assessment was availabis.
"W 252 483.440(e)(1) PROGRAM DOCUMENTATION

Data relative td accomplishment of the criteria
specified in client individual program plan '
| objectives must be docurriented in measurable
" terms.

’ This STANDARD Is not met as e\ndenced by-
! Based on staff interview and record review the
: facility failed to ansure the |mplementatlon of an
i effective system of documerting a client's’
_ brogress on his program objectives for one of the

[. " two chent's in the sample. (Clients #1) :

w 214|

W 252 Ca;‘oss-reference w159 (1) . 4/25/09

|

3
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W 252 Continued From page 7
" The jinding includes:

! The facility failec to ensure that direct care staff
documented on Client #1's program ohjective
rmanthly. -

On March 20, 2009, at approximately 2:00 PM,
interview with the QMRP and review of Client #1's
n ; Individual Program Plan (IPF) revealed a program
: objective for Client #1 to participate ina
' community outing at a local restaurant  The
i ghjective stated, " [The client] will be able to eatin
i a restaurant with out grabbing food onca @ month
‘given verbal assistance.” Review of the program
data failed 1o evidence that data had been
collected for the months of December 2008,
| January 2009 and February 2008. According to
the QMRP, this objective should be implemented
monthly and the frequency for data collection was
. monthly as well. At the time of the suivey, there
was no documented evidence that this objective
: was being implemented. T
W 262 483.440(f(3)(i)) FROGRAM MONITORING &
. CHANGE oo : -

The committes should review, gpprove, and
monitor individual programs designed to manage
inappropriate behavior and other progranis that,
in the opinion of the committee, Involve risks to

. client protection and rights._ :

3

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
- verification, the “acility falled to ensure that
restrictive measures had been approved by the
Human Rights Committee (HRC) for two.of the
two clients m the sample. (Client#1 and#2)

w252

W 262

!;=0RM CMS.2507(02-09) Pravious VenJons Obsolele  Event M:UPIH11

P I

o
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Interview was conducted with the Qualified Mental
Retardation Professional (QMRP} en March 19,
/2009, at approximately 11:40 AM, revealed that
the QMRP confitned that the clisnt was
prescribed the aforementioned psychotropic
medications. Further interview was coenducted to

the restrictive mzasures prior to there
' ltnplamantahon

Committes {HR(Z) committee meeting was held
on November 11,2008, to discuss ail clients'
rights, behavior support plans and psychotropic

_medications. Review of the HRC minutes, |
however, did ng: avidence that the committee

i discussed Clian-#1's psychutroplc medication

| regimen and/or ver BSP specifically.

| Interview with the faciiity's QMRP/Incident
: Management Coordinator revealed that

ascertain if the HRC had reviewed and approyed '

According to the QMRP, a Human Rights -

{ STATEMENT OF DEFICIENCIES {X1) PROVIDER/SOPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION " IBENTIFICATION NUMBER ‘ COMPLETED
. A. BUILDING
7 09G190 B Wine 03/20/2009
NAME OF PROVIDER OR SUPPULR ] STREET ADURESS, CITY, STATE, ZIP CODE
1608 EVARTS 5T,NE .
COMMUNITY MULTI SERVICES, INC WASHINGTON, DC 20018
P iD i suuw\ﬁ‘r STATEMENT OF DEHClENCIES D I PROVIDER'S PLAN OF CORRECTION il os - |
‘pREFX | . (EACH DEFICIENICY MUST BE PRECEDED BY FULL - PREFAX ' {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING iNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 262 ; Continued From page 8 w 262]
; The findings include:
!
: The facilites Human Rights Commlttee (HRC)
' falled to have documented evidence of approved |
¥ * use of psycholropic medications and behavior !
e . support plans for Client#1 and #2 as evidence '
below: ’ ‘ ‘
[ " 1. Obssrvation of the medication administration In the future, QMEP will ensure
: . on March 18, 2008, at approximately 8:45 AM that HRC will approve use of
revealed, Client #1 received Carbamazepine 200 : . 14 .
mg, Fluoxetine HCL 18 mg and Zyprexa § mg. : psyc.:hotro?_ig edications ’M# g a.d
Interview with the medication nurse revealed that | BSP's for Cliemt #1.. and #2, as .
the client recsived these medications to address | well as all other individuals. -
his maladaptive behaviors(i.e. food snafching, [ HRC will submit deécusentation
spitting and agg ‘ession). of approval/ refusal. 5/4/09
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ddcuments had seen signed by the commiittee .
and approved. At the time of the survey, thera’ ' . .
was no documerited evidence that the HRC had ’ ‘ .

 reviewed and afproved Cllent#1's behavior
support plan and psychotropic medication prior to
the facility's usage.

2. QObservation of the medication administration
on March 18, 2004, at approximately 9:15 AM, |
- revealed Client #2 received Clonazepam 0.5 mg, _ ‘ ’ . S '

.. : Divalproex Sadium 760 mg, Fluvoxamine Maleate
. | 100 mg and Nuerontin 600 mg. [nterview with the
i 4 medication nurs2 revealed that the client received
frr =2 these medicatioits to address his maladaptive
: - | behaviors (i.e. tantruming, aggression, property
i damage and non-comphiance). :

T fnterview was conducted with the QMRP on
~.° March 19, 2009, at approximately 11:40 AM, that
confirmad Client #1 was prescribed the . .
aforementioned psychotropic medications. : . N
Further intervievs was conducted to ascertain if o : '
the restrictive maasures had been reviewed and
approved prior to their implementation. According
to the QMRP, 2 Human Rights Commiittee {HRC) -
commiltee meeting was held on November 11,
2008 to discuss all clients' rights, behavior i
support plan and psychatropic medication '
; regimens. Review of the HRC minutes, however, ,
] ! did not provide evidence that the committee
* " discussed Clien #2's psychotropic medication
regimen and/or 1is BSP. At the time ofthe  ~
, survey, there was no documented evidance that
1 the HRC had reviewed and approved Client #2's
o i behavior support plan and psychotropic . i
] medication prior fo the facility’s usage.

W 331 ; 483.460(c) NURSING SERVICES S wWa3t

| The facility must provide clients with nursing
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, services in accordance with their nesds.

- This STANDARD is not met as evidenced by:
Based observation, interview and record review
the facillty failed to ensure nursing services in

* accordance with the clients needs for one of three
clients included m the sampie. (Client #2)

The finding lncll. des:

1. The facilxty s nursing staff the facllity failed to
ensure that mecications were administered in
accordancs witF physn.:lan s orders. (See W368)

2. The nursing staff failed to implemerit an-
effective systerr of ensura day program
admin/stration of noon time medications as,

. evidenced below:

" Interview with tre Registered Nurse on March 19,
2009 at 9:27 AM, revealed the Client #2 day
program was to forward monthly Medication
Administration Records {MAR) from the group
home. The ongaing purpose was ta ensure that
day programs was provided current madical
information and accurate prescribed medications
especially Client #2 who recsived a noon dosage
of Depakote 250 mg. Further interview with the
nurse revealed hat the client is prescribed this

. medication for Fig diagnosis of seizures. i
- Review of the day program MAR's for November
:13 and 14, '2008 revealed that on the client was’

i absent from the day program due to a vacation in

| Baltimore. Furtier review of the MAR's during

: ' the interview and the review of nursing notes a

E " laber the same day failed to provided documented
) evidence that client was administered his noan

(X4) 0. ) D PROVIDER'S PLAN OF CORRECTION (8
*. PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
W 331 Continued From page 10 w 331

‘;‘th*e m on a8 veekly basis to
- engure proper documentation
‘of wedication administration.
The QMRP and the Residential
Manager will notify the nursing
staff when Client #2 #s not at
his day Program. .

4/30/09
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w3l Continued From page 11
seizure medicat on while on vacation. Review of

the day programs MAR for February 2009
. revealed on the 19th the client was absent from

i the day program. According to the staff and the - ;

QMRP he was &t a schedules medical -
appointment. F-rther review of the group home
MAR did not evidence that the client was
administered his noon seizure medication for
either of the aforementioned days he was ahsent

' form his day prcgram. Al the time of the survey,
there was no documented evidence that the
nursing staff had an effective system 10 ensure
Client #2 was administered his noon dosage of

. medication as prescribed when not attending his

: i day program. -
w 365 " 483.460(j)(4) DRUG REGIMEN REVIEW

An 1ndiv[duaf medication administration record
must be maintained for sach cl|ent ’

This STANDARD is not met as evidenced by:

Baséd on interview and record reviews, the facility

; failed to establish and maintain a systems that

i ensurgs that an individuals medication records
were maintained for two of the four client's '
residing in the facility. (Client#1 and'#3)

| The findings include:
The facility failed o ensure an effective system

for documenting Client #1's presfibed
' medmat:ons as svidence by the following:

1. Tha Tacility failad to ansure documentated -
- evidence In the MAR as to why Client#1's

' Divalproex Sadium DR 250 mg was not
admlmstered as prescribed. (See W368)

W 331

W 365

s e m

PP
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W 365 Continued From page 12
2. The facility fziled to ensure that Client #1's

prescribed Bactrim DS treatment was
documented m the MAR. (See W3J6B)

- 3. The faciiity feiled to ensure Client #1's Debrox
' F treatment was documented in the MAR . (See
. W368) - .
W 368 483.460(k)(1) DRUG ADMINISTRATION

S

' The system for drug administration must assure
- ' that all drugs an: administered in compliance with
: the physician's crders.

} This STANDARD is:not met as evidenced by:

| Based on interview and record review, the facility
failed to ensure that medications were .

! administered in accordance with physician's

" orders for one of the two clienis in the sampla.

" {Client's #1 and #2) ‘

The findings inc ude:

The facility fajled to ensure that each client
received prescribed medication as order by the
physlcian.as follows: ) '

i 1. Cn March 1€, 2009, at approximately 9:25 AM,
" interview with the medication nurse and review of
the Medication Administration Records (MAR)
" revealed that the medication nurse documentsd
. on March 14, 2009 that Client #2's Divalproex

AT ———"
o

of the medication administration. Further , .
interview with nurse revealed that hefshe was
! unaware as to if the primary care physician had
been notified that the client missed his noon

dosage of medication. '

Ty

Sodlum DR 250 rrig was not administered due to
: the client not being in the group home at the time -

W 365 Cross reference W33l - 4/30/09

W 368

F
,{
i
£

Al Tt o
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‘Note: Review of the medical record on the same
day revesled the client had a diagnosis of seizure.
Review of the Pvsician orders revealed that the
. aforementioned medication was prescnbed for
the client's sgizure disorder.

2. On March 1€, 2009, at 9:33 AM, interview with ’

the RN and reviaw of the medication recards for ' !

Client #1 revealzd he was prescribed Bactrim DS

" P.O. BID far 7 days. Further interview revealed
_that the medication was prescribed for an

! lnfecuon o

Rewew of the physician’'s order reflected that the -
order originated on March 13, 2009 and the
medication staried on March 14, 2009. Review of
. the MAR did not evidence that the Bactrim
medication was administered for March- 16, 2009,
_in the morning <r the evening as prescribed. | . -
Raview of tha n irses' notes and the March 2009 - i ;
MAR failed to provide documenied evidence as to ' ‘ : _
why this medicetion was not administered and/or
| evidence that the medication was adrnlmstered
i for seven days as presanbed

. 3. On March 19, 2009 at approximately 9:40 AM,
interview with it e Registered Nurse and the -

review ¢f the medication records failed to ensure , i

. that Cliant #1's Jebrox treatment for each ear

i was admin]sterad on March 2, 2009 in the .

] moming. The crder further included * 3 drops to - . ' :

1 @ach ear every other month the first through the . : '
3rd (Jan, Feb, May, July, Sept, Nov)". Further
interview wn’th the nurse failed to evidence the

purpose this treatment was not admlmstered as

prascnbed i
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ll with various disabilities.

incident management systerm.

i A Ilcensure sunnay was conducted from March .
18, 2009 thruugh March 20, 2009. The survey
was initiated using the fundamanta! survey
process. A random sample of two residents was
selacted from a resident population of fuur males

The ﬁnd:ngs of the survey were based on

observations at the group horme and two day |
programs, interviews with staff, and the review of :
administrative records, including the famllty's
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1 000! INITIAL COMMENTS

A licensure survey was conducted from March
18, 2009 throughk March 20, 2009, The survey

" was inftiated using the fundarnental survey
process. A randam sample of two residents was

with varicus disabhiliies.

1 The findings of the survey were based on

1. observations at the group home and two day
programs, interviews with staff, and the review of
administrative records, including the facu!lty s -
incident management system

o1 ozzl 3501.5 ENV‘IRONMENTAL REQ/USE OF
' SPACE

" Each window shall be sdpplled with curtains,
shades or blinds, which are kept clean, and in
guod repair.

I This Statute is not met as evidenced by:
Based on observation, the GHMRP failed to
.- ensure windows were equipped with curtains,
| shades or blmds that wers clean and in good '
| repair. .

The ﬁnding'lncludés:

An snvironmenta walk-through was conducted
. on March 20, 20€9, at approximately 3:00 PM, '
that revealed the biinds in the living room front
window and side window were torn. Additionally,
the bl:nds in the tasemsnl window were ripped.

I 090; 3504.1 HOUSEKEEPING

| The intarior and exterior of sach GHMRP shall be
! mainfained In a safe, clean, orderly, atiractive,
and sanitary maner and I;a-q'ae of

- selacted from a resident population of four males

— . a

1000

1022

I 1 090

Living room, basement, and sid
window blinds will be supplied
with curtains, shades, or bl

which are kept clean and in g

repair. 5/1/09
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1880 Continued From page 1 i 096 |
I accumulations of dirt, rubbish, and objectionable
odors;
| This Statute is not met as evidenced by:
Based on observation snd interview, the GHMRP -
failed to maintain the interior of the facility in a
l safe, clean, ordey, and atfractive manner.
The findings include:
* On March 20, 20234, beginning at 3:15 PM,
observation of the envnmnment revealed the
, i following concerr s:
! Interna)
Lintrmramenzemen | me secectent uttn o
) p second level in the television °
v I 2. The wood paneling in the teievision raom had room will be repaired to cover ;.
‘a farge hale. . |exposed w:l.res. T 3/20/09
v [ 3, The radiator covers in Remdents #2, #3 and {2. The large hole i.n wood pml- -
i:: gseI;edropms ware obseved to have sharp ing will be repaired. 5/8/09
V l4 The upstairs bathroom's towel rack was 3. Radiator covers in Client #zl' :
- ¥ | missing the towel bar. 3, and #1 bedrooms will be re-
: ' paired. 5/8/09
A / 5. The bathrourn ceiling on the second leve! had
I _
E a large crack in the bulkmg wall, . ‘ 4. Tawel rm:k will be rep laced 5/8/09
1 ! 8. The second flcor bathroom showsr area was , ‘
/ missing a soap dish. A large hole was in the tile - 5. Bathroom ce:lling‘_oﬂ the secof
, where the soap dish may have been. '|level will be repaired. - '5/8/09
/ I 7. The radiator cover in Ilwng room exposed had , o ’
very sharp edges. 6. Soap dish will be replaced |5/8/09
o _ :

Healm Regulalion Aclmlnisn'ation
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1080 Continued From page 2 1080 7. Radiator cover in living '
1 8. The heating system in the basement was i - |room will be repaired. ~ I 5/8/09

| leaking water into a bucket that had averﬁou(ed-
‘ ' ‘ 8 The heating syst- in the

|| 5. The wall next to the heating system at the base :
"/’ was observed to have water damage and bm': will be inspected for ,
BN corasiori. S leakage and repaired. 518/09

9. The wall next to heating |
system will be repaired for '
water da-age. . . ' | 5/8/09

10. The toilet sezt in the upstalrs bathraom was .
discolored. |

| Extamal

] The dryer vent leading from the facility expelled
lint. Lint was observed in the yard, on the Side
walk and on the axtenor of the housa

203' 3509.3 PERSONVEL POLICIES ‘ 1200  |Pryer vent leading from the
‘ -|facility will be inspected and

| Each supervisor shall dlscuss the contents of job serviced. : l 5!8]09
descriptions with aach employes at the beginning :
empluyment and at least annually thereafter. ‘ _ ) l

: bathroom vﬂ.l be -replaced. ﬁ‘ 5£8/09

Th:s Statute is not met as evudenced by:
| Based interview znd record review, the GHMRP
" failed to have current job descnptlons for all

, employees. !

| , The finding includes: : - ‘ l - QMRP/ Mamager will have all
Interview and review of the personnet files S :uployees review and s 3‘ Job - B .
conducted on March 20, 2009, at approximately - escription anmauy. 4/24/09

" 3:30 PM revealed that GHMRP failed to provide
evidence of current signed job descriptions for
three direct care staff and the Qualified Mental -

I Retardatloh Profess:onal

12'06: 3509.6 PERSONNEL FOLICIES | 1206

. Each ernployae prior to employment and

-Health Regulation Adm:msb'atlon .
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| annually thereafter, shall provide a physician's -
certification that a health inventory has been

=T

-

i : would altow him or her to perfon'n the required
] duties. -

SER l This Statufe is not met as evidenced by:
c Based on interview and record review, the
GHMRP failed to ensure that each employee,

| prior to employmsnt and annually thereafter, .

- provided evidenca of a physician's certification
that documented & health inventory had been

| performed and that the employee's health status
would aliow him or her to parform the required
duties .

The finding incluces:

Interview with the GMRP an March 20, 2009, and
review of the GHMRP's personnel records at 2:15
PM revealed that the GHMRP falled to pravide
svidence that cur ent hedlth certificates were on
- | file for two direct care staff and thirteen |
" consultants,

i . 1401 3520.3 PROFESSION SERVICES: GENERAL
: l PROVISIONS

. Prafessional services shall include both diagnosis
! and evaluation, inziuding identification of '
) developmental levels and rieeds, treatment
, services, and servicas deslgned to prevent
1 deterioration or further loss of function by the
resident

Th:s Statute is nat met as evidenced by:
| Based on interviéw and record review, the

r1206

, performed and that the employee ' s health status |

i

|
l

) 401

QMRP/ Manager will request |
health certificates from ol
identified direct care staff’

-and conmlltants.
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1401 I Continued From page 4

GHMREP failed tc provide diagnosis, evaluation,
treatment services and necessary follow up

I services to prevent deterioration or further loss of
functioning for five of the five resident in the
GHMRP. (Residants #1 #2, #3, #4) \ {

I The ﬁndmgs include:

] 1. Observation of the medlcatlon admjnistration
on March 18, 2009 at approximately 8:45 AM,
revealed Resndent#1 receiving Carbamazepine
200 mg, Fluoxetite HCL 10 mg and Zyprexa 5

l mg. Interview with the medication nurse reveaied
- that the resident -aceived these medication to
address his maladaptive behaviors(l.e. food
snatching, spitting and aggression),

Interview was conducied with the Qualified i
. Mental Retardation Professional (QMRP) on l
] March 19, 2009 at approximately 11:40 AM, that
revealed Resident #1 confirmed that the resident
| was prescribed thess aforementioned
| psychotrapic medications. Further interview was
conducted to ascertain if the resident had a
cuiTent psychiatric assessmant The QMRP ‘
» further added that the Resident #1 is prescribed
' psychotropic medications and had a behavior
management plan which address his maladapuve
I behaviors. ‘

Review of Resident #3's habilitation and medical |-
records revealed his diagnoses: Explosive '
¢ Disorder and Obsessive Compulsive Behavior,

" Further raview of the records failed to evidence a
‘psychialric assessments had been conducted in
order to verified the resident diagnasis and the
use of his medications. Additionally, review of the
. March 2009 phys cian's order and the February
psychotropic medication review minutes revealed

. that the resident's psycholroplc medication

1 -
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. regimen had béen adjusted. At the time of the
! survey, the QMRP was unable to provide
evidence of a cu.Tant psychiatric assessment

| 2. Observation of the medication administration -
l on March 18, 2009 at approximatsly 9:15 AM
revealed Resident #2 receiving Clonazepam 0.5
- myg, Divalproex Sodium 750 mg, Fluvoxamine '
i Maleate 100 mg and Nueronfin 600 mg. -

-+ Interview with the medication nurse revealed that ! '

the resident receved these medications to
address his maladaptive behavigrs (Le. )
.- tantruming, aggression, property damage and
j non-compliance). . o

| Intérview was conducted with the Qualified

" Mental Retardation Professional (QMRP} on
Mavrch 19, 2009 =t approximately 11:40 AM,
confirmad that Resident #1 was prescribed these
aforementioned psychotrapic medications.

, Further interviaw was canducted to ascertain if
the resident had a current psyctiiatric
assessment. Thé QMRP further added that the

.1 Resident #2 usa psychotropic medications and

. has a behavior management plan which address

[ his maladaptive behaviors. o

Review of Rasident #2's habilitation and medical
+ records revealed the resident's diagnoses:
_ Intermittent Explosive Disarder and Behavior
| Issues. Further review of the records failed to
" avidence a psychiatric assessments which
; verified the resident psychiatric diagnosis.
- ' Additionally, review of the March 2009 physician's.
arder and the review of the psychotropic
| medication minuted reflected the gurrent
psychotropic medication regimen as described, |
LAt the time of the survey, the QMRP was unable
to provide evidence of a current psychiatric
assessment was available, ‘

wHmo | SUMMARY STATEMENT OF DEFICIENCIES I o FROVIDER'S PLAN OF CORRECTION I
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Ly N .
1401} Gontinued From page 5 1401 The treating psychiatrist will|

provide a pgychiatric assess- |-

ment annually and/ or as.stated im ..

‘the psychistric recommendations.
‘zmrs'll,slog

|
3
]
|

|
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| medication administration record for each
; resident.

I This Statute is not met as evidenced by:
Based on observation, interview and recard
review, the GHMRP's nurs[ng staff falled to
ensure medicaticn administration records were
reviewed and maintained for two of the two

i asidents in the sample. (Resident#1 and #2)

II The ﬁndiﬁg includes: -

. On March 18, 20!)9 at approximately 8:00 AM
- review of the Medication Administration Records |
i (MAR) revealed t1at the nursing staff failed to
ensure its system of documentation was
l maintained as fol!ows

1. On March 19, 2009, at approximately 9:25

| AM, Interview with the medication nurse and
review of the Medication Administration Recards
| (MAR) revealed that the medication nurse
documented on March 14, 2009 that Resident

. #2's Divalproex Sodium DR, 250 mg was not

+ administered due to the Resident not being in the
group home at the time of the medication
administration. Further’interview with nurse

l revealed that hefshe was unaware as to if the
primary care physician had been notified that the

= Resident missed his noon dosage of medication.

Note Rev:ew aof the medical record on thie same
[ day revealed the Resident had a 'diagnosis of

that the aforemen-oned medication was
prescribed for the cllent‘s sexzure disorder.

| 2. On March 19, 2009, at 9:33 AM, interview

L SUMMARY STATEMENT OF DEFICIENCIES - ID ] PROVIDER'S PLAN OF CORRECTION pomy -
PREFIX ! {EACH DEFICIEHCY MUST BE PRECEDED By FULL PREEX [EACH CORRECTIVE ACTION SHOULD BE ) COMPLETE
TAG REGULATORY UR L3C IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE AFPROPRIATE N DATE
| _ - : N DEFICIENCY) ) [

| ‘ | .
1474) 3522 5 MEDICATIONS i 474 N
Each GHMRP shall maintain an individual |Cross reference W331 4/30/09

- seizure. Review of the Physician orders revealed '
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with the RN and review of the medication records !
| . . i for Resident #1 revegled he was prescribed - j
Bactrim DS P.O. BID for 7 days. Further
| interview revealed thal the medication was
prescribed for an infection. _ |

] order griginated an March 13, 2009 and the -
medication started on March 14, 2009. Review of
. the MAR did not evidencs that the Bactrim f
" | medication was administered for March 16, 2008,
in the moming or the evening as prescribed.
! Review of the nurses' notes and the March 2008
MAR failed to provide documented evidencs as
to why this medication was not administered
| andior evidénce -hat the medication was
| administered for seven days as prescribed.

3. On March 18, 2009, at appreximately 9:40
| AM, Interview with ths.Registered Nursa and the
review of the medication records falled to ensure
| that Resident #1's Debrox treatment for each ear [
was administerec on March 2, 2009 in the
morning. The order further included " 3 drops to
i each ear every pther month the first through the
1 3rd (Jan, Feb, May, July, Sept, Nov)". Further
. interview with the nurse failed to evidence the
i purpose this treatment was not administered as
prescribed.

J Review of the physician's order reflected that the I
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